were kept stationary at 36-370C and replaced only once a week.
As the hospitals were situated in adjoining towns and the same viruses were isolated from each area, the difference in isolation rates probably does reflect variations in technique. The cultures which were collected weekly were often in poorer condition than those collected twice weekly and those held at 33-340C were always superior to those kept at the higher temperature. Although the lowest isolation rate was appreciably better than that obtained by transporting specimens to the virus laboratory (<5 %), method A is the one recommended as likely to produce most results with the minimum of equipment.
The commonest virus encountered at all the hospitals was respiratory syncytial virus. During the period of study 169 cases of this infection were diagnosed, the vast majority being infants under 1 year with lower respiratory infection. During the first three months of 1963 over half the infants under 1 year admitted to hospital with respiratory diseases yielded this virus. Fifty-two strains of para-influenza virus infection were encountered, of which 41 were due to type 1. This virus was found most frequently in cases with upper respiratory infection and croup rather than in those with lower respiratory infection. Of the 29 respiratory cases diagnosed as being due to adenovirus, two-thirds were from cases of upper respiratory infection or tonsillitis and the remainder from lower respiratory infections. Although 17 cases of influenza A were included amongst 'other viruses' this infection was not particularly prevalent in the area last winter.
For the viruses encountered it would appear that either virus isolation or the demonstration of rising antibody titres during infection were equally adequate for diagnosis. However, the procedures involved in virus isolation are easier for the clinician and also give quicker results, preliminary reports often being given within a week. Virus isolation may also yield agents not yet readily diagnosable serologically especially if other cell cultures susceptible to the 'cold' and other new viruses become readily available. It must be remembered that the majority of the respiratory diseases affecting children are still without a proved setiological agent.
Besides the diagnostic value of the identification of viral agents in respiratory disease, routine studies should give some indication of the relative importance of these agents and until this is determined no adequate preventive measures can be undertaken. Sooner or later antibiotics will be found to combat viruses and the identification of the agents concerned will then become of some importance in the control of the effectiveness of such therapeutic agents. Once virus diagnosis becomes a routine procedure, in hospital, more clinicians may become 'virus conscious' with the subsequent increase in our knowledge of the relation of these agents to many forms of disease. It is well known that infants born with rachischisis ('myelocele' or 'open myelomeningocele') of the lower part of the spinal column always show some degree of neurological deficit, amounting in many cases to complete paraplegia. This is due to structural abnormalities of the cord and nerve roots at the level of the lesion, to which may be added the effects of traction if the cyst is allowed to become large. The clinical picture appears obvious, the prospect of improvement small and the likelihood of complications formidable.
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PRdiatricians may be forgiven if they have tended not to linger unduly over the clinical examination of these cases, knowing that they would later be spending much time and effort on the serious ethical and social problems that such crippled infants present.
None the less, the neurological findings are by no means lacking in interest. For example, in a case of thoracolumbar rachischisis one might expect that percussion of the patellar tendon would yield either no response at all, because of maldevelopment of the spinal reflex pathway, or an exaggerated knee-jerk due to maldevelopment of the cord, or possiblysince the receptive field for the withdrawal reflex is very extensive in early infancya flexion response of one or even of both lower limbs. All these have in fact been encountered from time to time; but there have been other responses less easy to explain, such as contralateral knee extension, and plantar flexion of one or both feet, the latter indeed occurring when pinprick applied at the site of percussion caused dorsiflexion instead. Similar anomalies can be observed on eliciting the ankle-jerk.
In attempting an explanation of this variety of reflex phenomenon, it may be helpful to remember that embryological studies show clearly that the fundamental lesion in spina bifida is an overgrowth of part or the whole of the neural axis leading at its cranial end to exencephaly (anencephaly) or in less extreme cases to the Arnold-Chiari deformity, in its lower parts to myelocele. Where the degree of overgrowth is sufficient to prevent closure of the neural tube, secondary degeneration sets in, leading to the atrophic appearance commonly seen at birth, and to lack of function. It is possible that some of the unusual reflex responses observed in these cases represent the persistence of abnormal neural connexions associated with the primary overgrowth.
As to the superficial reflexes, observations on the plantar reflex in spina bifida cases confirm current views that the response represents a balance between flexion and extension of the hallux in which the stronger, or better innervated, muscle wins. The anal skin reflex is very frequently preserved, especially in the newborn even when both lower limbs are completely paralysed and areflexic. This is probably because the lower sacral segments of the cord develop directly from the tail-bud and not by infolding of the neural tube. Consequently the presence of gross defects of the upper cord does not prevent the lower sacral segments from developing some reflex activity, though secondary infection may cause it to disappear later.
(A fuller version of this paper, with references, will appear in Developmental Medicine and Child Neurology.) Some Aspects of Perinatal Mortality [Abridged] by J P Bound MD MRCP (Victoria Hospital, Blackpool) This paper gives preliminary findings of a survey, carried out in co-operation with Dr P Harvey, in a combined urban and rural area of North-West England served by the Blackpool hospitals. In five years (1957-61) there were 18,073 births with a perinatal mortality rate (stillbirths and firstweek deaths) of 35-8 per 1,000 live and still births compared with the average of 34-1 in England and Wales over the same years; 49 % of births occurred in consultant units and another 28 % in general practitioner units. Necropsies were performed on 90 % of stillbirths and neonatal deaths, irrespective of place of birth.
Comparison with Necropsv Findings in the National Survey The findings at Blackpool (Table 1) showed two important differences from the preliminary figures of the survey carried out under the auspices of the National Birthday Trust Fund in March 1958 (Claireaux 1963) . (1) There was a low rate of intrapartum asphyxia at Blackpool. The fewer first-week deaths from this condition have little significance, and should be considered with the higher incidence of pneumonia. Probably cases essentially similar to those in the delayed intra-uterine asphyxia group of the national survey chanced to develop pneumonia more often in Blackpool. However, if fresh stillbirths are considered, the rate of intrapartum asphyxia in Blackpool compares favourably with the national incidence.
(2) Congenital malformation has been consistently more common as a cause of perinatal death than ;'the usual figure of about 15 %. A severe central nervous lesion was present in 70 % of cases, and anencephalus accounted for 10% of all deaths from whatever cause. From time to time reference is made to 'black areas' for perinatal mortality, often with the implication that the standard of obstetric care is poor. The Blackpool results show that this is not necessarily true. Each area requires individual study. Only then can its particular problems be ascertained, and efficient preventive measures applied.
Trends in Perinatal Mortality
The rate per 1,000 in England and Wales fell from an average of 35-7 in 1957-8 to 32-6 in 1960-1. The Blackpool rate was higher at 40 5 in 1957-8 and showed a greater fall to 33 0 in 1960-1. In both instances the improvement reflected a decreased stillbirth rate, the neonatal death rate showing little change.
